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Revision: HCFA-PM-85-3  (BERC) ATTACHMENT 3.1,
MAY 1983 : Page 4
OMB NO.: 0938-0193
) AMOUNT, DURATION AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THR CATBGORICALLY NEEDY

9. Clinie services.
L}E7 Provided: 4:7 ¥o limitations g{7‘ With limitations®

(7-1-85)

{_/ Wot provided.

10. Dental services.

With limitations»

|

4}{7 Provided: 4:7 No limitations

/ Mot provided.

L

11. Physical tharapy'und related services.

8. Physical therapy.

/3;7 Provided: L:7 No limitations 427 With limitations®
L::7 Not provided.

b. Occupational therapy.
L}Z7 Provided: 5:7 No limitations LZ? With limitations*

/__/ Vot provided.

¢. Services for individuals with speech, hearing, and language disocders
(provided by or under the supervision of a speech pathologist or

sudiologist).

'z::i. Provided: 4:7 ¥o limitations L:7 With limitations®

{x/ Not provided.

*Description provided on attachment.

¥ ¥o. __oﬁp o P R
Supersedes , Approval Date b&QAL_LQLJiOOSJ Rffective Date _7/2/03

TN Nao., 90-60.
HCFA ID: 0069P/0002P



N Revision: HCFA-PM-85-3 (BERC) ‘ AITACHHEHT 3.1-A
MAY 1985 Page 5

12.

13,

OMB NO.: 0938-0193
AMOUNT, DURATION AND SCOPE OF MEDICAL .

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATRGORICALLY NREDY

Prescribed drugs, dentures, and prosthetic devices; and eyeglasses
prescribed by a physician skilled in diseases of the eye or by an
optometrist. : '

&. Prescribed drugs.

(4

/X7 Provided: // WNo limitations

‘\

With limitationsx*

{7 Hot provided. (6~1-75)

. Dentures.

L3E7 Provided: / / ¥No limitations . é{? With limitations*
— 7-1-80
.{__/ ©Not provided. ¢ )
. Prosthetic devices.
/ x/ Provided: / / No limitations /X7 wWith limitations*
R (7-1-80)
/__/ ¥ot provided.
. Byeglasses.
/7 Provided: / / WNo limitations /_7 With limitations*

X7 Mot provided.

L

Other disgnostic, screening, preventive, and rehabilitative services,
i.e., other than those provided elsewhere in the plan.

. Diagnostic services.

/X7 Provided: /_/ %o limitations  /X/ With limitations*

{__/ ¥ot provided.

*Deascription provided on sttachment.

TE No. 03-20

Supersedes Approval Date JﬁéZE;L£L;200f5 Bffective Date 7/1/03 ..
T™ Wo. __23-57

HCFA ID: 0069P/0002P



Attachment 3.1-A

10/1/97 Eyeglasses/Contact Lenses
(124)

For non-EPSDT recipients twenty-one years of age and
older, contact lenses will be provided for limited
conditions, and require prior authorization.
Eyeglasses are not covered. Prosthetic eyes and
services related to measuring, fitting and dispensing
are reimbursed. Service limitations for EPSDT
recipients are listed in the EPSDT section.

Amendment 2003-20
Effective 7/1/03
Supersedes 97-18

Approval ﬁfﬁV'[@} ADOS

34



Attachment 3.1-A

10/1/90 HEARING SERVICES: For non-EPSDT recipients 21 years of age

(11¢) and older, services are not covered. Refer to the EPSDT section for
EPSDT limitations.

Amendment 2003-20
Effective 7/1/03
Supersedes 93-02

Approval AV /D, 2003
35



Revision: HCFA-PH-36-20 (3ERC} | ATTACHXEN?
3. 1.
SEPTRMAER 1984 ) Page & i-3

state/Tecritory: FLORIDA

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
- - WEDICALLY WREDY GROUP(S): ALL

8. Private duty nursing services.

L}EI- Provided: J ¥o limitations /X/ with llaitations®

9. Clinie services.

/X7 Provided: /7 %o limitations /X/ Wieh limitatlonse
10. Dental secrvices.

/X7 Provided: (7 No llaitatlons [y/ With llaitaticnss

1I. Physical therspy and related services.

a. PMiysical therspy.

LE!- Provided: /7 Neo llmitaticns X/ with limitatlions®

b, Oecupational thecspy. _
LE/- Provided: L:I- No liaitations ./37 With limitations?

e. Services for lndlvidusls with speech, hearing, and language disorders
provided by or under supervision of s speech pathologist or asudlologist.

l_—:7 Provided: L-I' %o liaitations ;:J' with limitations®

/X7 Not provided
12. Preseribed drugs, dentures, and prosthetlic devices; and eyeglasses .
preserided by a physicisn skilled in disesses of the eye or by an ..

optaometrist.
8. Prescrided drugs.

1_3" Provided: J ¥o liaitations 137 With limitations®
5. Dentures.

/_27 Provided: J ¥No limitations /_T/' With limitations®

*Desccription provided on attachment.

T Wo. 0320,
Superseded

f P .
Approval Date AOV (€ 2003 getective Dare 7/A703.
™ Weo. gQ.60. ] L m—

HCPA ID:  Olaui



Revision: yerpa o Region VI . ATTACHNENT 3.1-3

November 1990 - Page 35
Stutolrorrléory: FLORIDA

© AMOUNT, DURATION AND SCOPE OF SERVICES .PROVIDED
. MEDICALLY NBZDY GROUP(S): ALL Rovid

¢. Prosthetlic devices.
z_'_',ﬁ Provided: Cl. ¥o limitations {_ZI' With limitations®
d. BEyeglasses. 7%/ Not prov-ided | |
[7 Provided: [/ Re 1iaitations {7 with lisitations®
15. Other diagnostic, scrsening, preventive, and rehabilitative l.ﬂlt:.l,v
i.s., other than those provided elsewhers in this plan.
s. Diagnostic gervices.
/X7 Provided: (7 e limitations (7 With limitationss
b. Screening services.
(57 Provided: [/ Wo iimitstions (X/ With llimitaticns*
c. Preventive services. NOT PROVIDED
{7 Provided: {7 Mo limitations (7 uith limitations®
d. Rehabllitative services.
(57 provided: /7 o limitations (X/  with limitaticnst
14, Services for individuals sge ¢35 or older in lnstitutions for mental
diseases.
a. Inpatient hospital services. NOT PROVIDED
{7 Provided: [/ o limitstions [/ With limitations®.
b. Nursing facility services. NOT PROVIDED |

/7 Provided: [/ Wo limitstions [/ With limitationst
=xDescription provided on attschment. . :

by | io- 0'3—-:25{ P - . _
Supersedas Approval Date LNOV /O D03 Bffective Date 7/1/03.



Attachment 3.1-B

10/1/90 HEARING SERVICES: For non-EPSDT recipients 21 years of age

(11c) and older, services are not covered. Refer to the EPSDT section for
EPSDT limitations.

Amendment 2003-20
Effective 7/1/03
Supersedes 93-02

Approval_Nov jo, 2003
32



Attachment 3.1-B

10/1/97 Eyeglasses/Contact Lenses
(124)

For non-EPSDT recipients twenty-one years of age and
older, contact lenses will be provided for limited
conditions, and require prior authorization.
Eyeglasses are not covered. Prosthetic eyes and
services related to measuring, fitting and dispensing
are reimbursed. Service limitations for EPSDT
recipients are listed in the EPSDT section.

Amendment 2003-20
Effective 7/1/03
Supersedes 97-18

Approval _Aov (o, 2003

34



Revision HCFA-PM-85-14 (BERC) Attachment 4.18-A
September 1985 Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State _ FLORIDA

a. The following charges are imposed on the categorically needy for services other than those provided under Section 1905(a)(1)
through (5) and (7) of the Act:

Service Type of Charge Amount and Basis for Determinations
Deduct. Coins. Copay

TN No. _03-20 Approval Date ___ NOV j0. 2003 Effective _7/1/03
Supersedes
TN No. _02-11



Revision HCFA-PM-85-14 (BERC) Attachment 4.18-C
September 1985 Page 1
OMB NO.: 0938-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State _ FLORIDA

A. The following charges are imposed on the medically needy for services:

Service Type of Charge Amount and Basis for Determinations
Deduct. Coins. Copay

TN No. _03-20 Approval Date _ AJoV D, 2003 Effective __7/1/03

Supersedes
TN No. _94-11



Attachment 4.19-B

METHODS USED IN ESTABLISHING PAYMENT RATES

10/1/90 EYEGLASSES/CONTACT LENSES — Reimbursement for
contact lenses is based on a fee schedule established by the state
agency.

Amendment 2003-20
Effective 7/1/03
Supersedes 93-02

Approval_NOV 0, 2003

26



Attachment 4.19-B

METHODS USED IN ESTABLISHING PAYMENT RATES

10/1/90 HEARING AIDS — No longer provided.

Amendment 2003-20
Effective 7/1/03

Supersedes 93-02
Approval_aSOV_ 0, 003

27



